Fire Fighter Fatality Investigation
and Prevention Program

Death Iin the
line of duty...

A Summary of a NIOSH fire fighter fatality investigation

December 3, 2001

Fire Fighter Dies After Completing Job Task Evaluation - Alabama

SUMMARY

OnJune 15, 2001, dueto being placed onrestricted
duty statusfor health reasons, a55-year-old male
career Captain, was performing a Job Task
evauation (physica ability test) prior tobeing returned
tofull duty and reassignment back to hisregular fire
station. During the evaluation, he began having
breathing difficulty; however, he continued withthe
evolutions. After completing thelast evolution and
exiting thedrill tower, crew membersremoved his
self-contained breathing apparatus (SCBA) and
bunker coat, assisted him to the ground, and
administered oxygen. Momentslater he became
unresponsive, stopped breathing, and was pulsaless.
Approximately 43 minutes later, despite
cardiopulmonary resuscitation (CPR) and advanced
lifesupport (ALS) administered onthesceneand at
the hospitd, thevictimdied. Thedeath certificate
listed “cardiac arrest” as the immediate cause of

death. Anautopsy, conducted by aprivate company,
listed “cardiac arrhythmia’ due to “myocardial

ischemia’ dueto “coronary artery disease” asthe
cause of death.

The following recommendations address some
general health and safety issues. Thislistincludes
some preventive measures that have been
recommended by other agenciesto reducetherisk
of on-the-job heart attacksand sudden cardiac arrest
amongfirefighters. Thesesdected recommendations
have not been evaluated by NIOSH, but represent
published research or consensusvotes of technical
committees of the National Fire Protection
Association (NFPA) or fire service labor/
management groups.

* Provide mandatory annual medical
evaluations to ALL fire fighters consistent
with NFPA 1582 to determinetheir medical

ability to perform dutieswithout presenting
a significant risk to the safety and health of
themselves or others.

* FireFightersshould be cleared for duty by
a physician knowledgeable about the
physical demands of fire fighting and the
various components of NFPA 1582.

* IncorporateexercisestresstestsintotheFire
Department’s medical evaluation program.

* Provide fire fighters with medical
evaluations and clearance to wear SCBA.

* Provide exercise equipment in all fire
stations.

* Ensurethat all members participate in the
FD’s mandatory wellness/fitness program.

INTRODUCTIONAND METHODS

OnJune15, 2001, a55-year-old male Captain lost
consciousnessafter completing aJob Task evauation.
Despite CPR and ALS administered by crew
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members, the Fire Department ambulance crew, and
in the emergency department, the victim died.
NIOSH wasnatified of thisfatdity on June 18, 2001,
by the United StatesFireAdministration. OnJuly 6,
2001, NIOSH contacted the affected Fire
Department toinitiatetheinvestigation. On Jduly 30,
2001, a Safety and Occupational Health Specialist
fromthe NIOSH Fire Fighter Fatality Investigation
Team traveled to Alabama to conduct an on-site
investigation of theincident.

During the investigation NIOSH personnel
interviewed thefollowing:

* FreChief

* Deputy FireChief

* Assgant Chief for Administrative Services

* Assstant Chief for Support Services

» Battaion Chief for Operations

* TraningOfficers

o Sdfety Officers

*  Crew membersfromthevictim’sregular shift
*  Crew membersat thedrill tower

e Vidim'swife

Duringthedtevisit NIOSH personne reviewed the

following:

*  FHreDepatment policiesand operating guidelines

» FireDepartment training records

* FireDepartment annual report for 2000

» FireDepartment incident report

* Emergency medica service (ambulance) incident
report

* FHreDepartment phys cal examination protocols

* Desathcertificate

* Autopsy record

» Past medical records of the deceased

INVESTIGATIVERESULTS

Incident. InMarch, and againinApril 2001, the
Captain was unable to complete the Job Task
evauation withinthetimeallotment (11 minutes, 15

seconds). After failing to pass the evaluation a
secondtime, hewasreassgned toalight duty position
in the Safety Division and was subsequently
scheduled for physical performancerehabilitation
(fitnesstraining) a theFtnessCenter. Atthebeginning
of hisrehabilitation, it wasdiscovered by the Fitness
Center staff that the Captain had a possible heart
condition. Hewasreferred to hisprivate physician
for treatment prior to being allowed to complete
rehabilitation. Aftertheinitid evauation, thevictim’'s
private physicianwould not releasehimfor returnto
work until additiona medical testswere performed.

After anexercisestresstest (EST) inApril 2001, the
Captainwasdiagnosed with coronary artery disease
and prescribed medications, and hetook sick time.
On May 21, the Captain underwent a cardiac
catheterization, whichreveded sgnificant coronary
artery disease, specificaly

100% narrowing of themid-right coronary artery

60% narrowing of thefirst diagonal of theleft

anterior descending artery

90% narrowing of the second obtuse marginal

branch of theleft circumflex artery

Left ventricular dysfunction (nowall motionin

postero-latera and inferolateral walls)

At the end of May, the Fire Chief met with the
Captainto discussthe Captain’srequest toreturnto
work, perform aJob Task evaluation, and return to
apossiblestaff assgnment. TheFire Chief advised
the Captain to see him personally after he (the
Captain) recelved areturn-to-work statement from
hisphyscian.

On June 7, 2001, another EST using the Bruce
protocol wasconducted. Thevictimexercisedfor9
minutesand 4 seconds (10 METS) before stopping
dueto fatigue and weakness. He achieved 86% of
his target heart rate with a good blood pressure
response. Hereported no chest pain or any other
symptom suggestive of angina, but hisEK G showed
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ggnsof ischemia(reversble ST segment depression).
Despitethisfinding, the Captain wasrel eased for
return-to-work with no restriction by his private
physician. Hisphysicianadvised himtocal if chest
pain or shortness of breath occurred. OnJune 13,
the Captain reported back to work and presented a
return-to-work statement fromhisphysiciantoFire
Adminigtration. The Captain wasadvised to report
to work at Safety, where he also presented the
return-to-work statement. OnJune 14, the Captain
performed varioustasksat Training and requested
to perform the Job Task eva uation thenext day, June
15, theday of theincident.

On June 15, 2001, the victim reported to the drill
tower at 0730 hours to perform the Job Task
evaluation (described in detail inalater section of
this report). The drill tower is a five-story,
noncombustible brick structure, measuring 25 feet
by 25feet. It hasan exterior ladder on onesideand
an exterior and an interior stairway with 16 steps
leading to each of thefour landings (64 total steps).
(Seephotograph). Engine 24 and Rescue 24 (Fire
Department ambulance) arrived on the scene and
crew membersset up the required equipment, which
included two, 50-foot sectionsof 1%/inch hose, 150
feet of 3-inch hose, and a 150-pound manikin.
Rescue 24 remained on the scene throughout the
evauationsin caseamedica emergency arose. The
Training Instructorsand Safety Officer briefed the
fire fighters regarding the personal protective
equipment to beworn, the specific tasksinvolved,
and thetime/scorerequired to passthetest.

Thevictim was the first fire fighter to take the
evauationthat day. At approximately 0900 hours,
the victim began the job task procedures. The
temperature was 79E Fahrenheit (F), relative
humidity was 87%, dry bulb temperature was 77
F, and the wet bulb temperature was 75E F.
Wearing full bunker gear (weighing approximately
25 pounds), the victim compl eted the hose hoi st,

hose pull, dummy (manikin) drag, and hydrant
hookup/disconnect portions of thetest. During
these evolutions, he began having breathing
difficulty; however, he continued to performthe
evolutions. Lastly, thevictim donned an SCBA
(weighing approximately 22 pounds) and
performed the tower climb (128 total steps). A
crew member retrieved the oxygen equipment
from Rescue 24 and positioned it near the drill
tower door in case of need by the victim.

After completing thisfind task, thevictim exited the
drill tower. Ascrew membersasssted thevictimin
removing his SCBA and bunker coat, he beganto
collapse. Crew members attempted to guide the
victimto anearby chair, but hewasunabletowalk.
The crew membersthen assisted thevictiminlying
down. The oxygen mask was placed over hisnose
and mouth, and crew membersretrieved acardiac
monitor from Rescue 24. At 0941 hours, thevictim
became unresponsive, stopped breathing, and was
pulseless. CPR (ventilationsviabag-valve-mask)
wasbegun. Thecardiac monitor wasthen attached
tothevictim, reveding ventricular fibrillation (aheart
rhythm incompatible with life). The victim was
defibrillated (shocked) three times, each being
unsuccessful at converting thevictim’sheart rhythm.
Intubation and intravenous (IV) medications
congstent with AL Sprocedureswereadministered.
The cardiac monitor subsequently reveded asystole
(no heart beat) and CPR (now with chest
compressions) continued. Rescue 24 transported
thevictim to anearby hospital at 0948 hours. En
route, AL S procedures and CPR continued. The
cardiac monitor againreveded ventricular fibrillation,
and an additiona shock wasdelivered, but the heart
rhythm reverted to asystole. Rescue 24 arrived at
the hospital at 0956 hours. Insidethe emergency
department, CPR and AL Smeasures continued until
1024 hours, when he was pronounced dead by the
atending physician.
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Medical Findings. Thedegth certificate, completed
by the Certifying Physician, listed “ cardiac arrest” as
theimmediatecauseof degth. Pertinent findingsfrom
the autopsy, performed by a private company, on
June 17,2001, included

* Moderatecoronary atherosclerosis
50% narrowing of theright coronary artery
50% narrowing of theleft main artery
75% narrowing of theleft circumflex
80% narrowing of theleft anterior descending
coronary artery
L eft anterior descending coronary artery
thrombogs

* Acutemyocardid ischemia

»  Severeconcentricleft ventricular hypertrophy

The Captain had the following risk factors for
coronary artery disease (CAD): advancing age
(greater than 45 years old), male gender,
hypertension, mild obesity (body massindex [BMI]
of 31.94), lack of exercise, and diabetesmellitus.
He was prescribed medications for high blood
pressure, diabetes, chest pain, and hightriglycerides.

Accordingto hiswifeand crew members, thevictim
had no complaintsof chest painsor any other heart-
related illness. Theday of theincident, thevictim
did not report any symptoms suggestive of anginaor
heart attack to hiswifeor crew members. Thecrew
memberson thescenedid noticethat thevictimbegan
having breathing difficulty during the Job Task
evaluation. However, giventhe physical demands
of the Job Task evaluation and the weight of the
bunker gear and SCBA, heavy breathingiscommon.

DESCRIPTION OF THE FIRE
DEPARTMENT

At the time of the NIOSH investigation, the Fire
Department consisted of 628 uniformed personnel
and served a popul ation of 266,000 residentsina

geographic areaof 163 squaremiles. Thereare 30
firegtations. FHrefighterswork thefollowing schedule:
24 hourson-duty; 48 hoursoff duty, from 0800 hours
to 0800 hours.

In 2000, the Department responded to 47,791 cdls:
26,145 advanced life support (ALS) calls, 11,203
basic life support (BLS) calls, 3,626 alarm calls,
3,471 other servicecalls, 1,081 automobilefires,
922 housefires, 689 trash fires, 314 gpartment fires,
234 commercial structurefires, 56 fireEMScalls,
and 50 mass occupancy structure fires. The day
prior to theincident, the victim worked an 8-hour
shift at hislight-duty positionat Training.

Training. TheFire Department requiresall new fire
fighter applicantsto passawrittentest, afit check
(described below), a Job Task evaluation, an
interview, aphysca examination, and adrug screen
prior to being hired. Newly hiredfirefightersare
then sent to the 17-week firefighter training course
at the City FireAcademy to become certified asa
FireFighter | and 11, emergency medical technician
(EMT), and hazardous materials (HazMat) First
Responder.

Recruitsmust completemonthly training modulesfor
1year. Therecruit training programisbased onthe
State minimum requirement for fire fighter
certification. Recurrent training occursdally oneach
shift. Thereisno Staterequirement for firefighter
recertification. Annua recertificationisrequired for
hazardousmaterias, whilebiannua recertificationis
required for Apparatus/Operator and EMT/
Paramedics. The victim was certified as a Fire
Fighter II, Fire Officer, Fire Inspector, Fire
Investigator, Fire ServiceInstructor, and hehad 27
yearsof firefighting experience.

Preempl oyment/Preplacement Evaluations. The
Department requiresapreempl oyment/preplacement
medical evaluationfor all new hires, regardless of
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age. Components of this evaluation include the
fallowing:

* A completemedica history

e Phydcd examindion

*  Pulmonary functiontest (PFT)

* Audiogram
* Visonscreen
e Urindyss

* Urinedrug screen
* Mantoux TB test
» HepditisB Titer (if previoudy immunized)

These evaluations are performed by a physician
contracted with the City. Oncethisevaluationis
complete, the contracted physician makes a
determination regarding medical clearancefor fire
fighting dutiesand forwardsthisdecisontotheCity’s
personne director.

Periodic Evaluations. Periodic medical evaluations
arerequired by thisDepartment for al firefighters
annually. Componentsof thisevauationinclude

* A completemedica history

e Phydcd examindion

» Bloodtests. cholesterol andtriglycerides

*  Pulmonary functiontest

* Audiogram

* Visonscreen

These evaluations are performed by another

contracted physician who makes adetermination

regarding medical clearancefor firefighting duties.

Hrefightersmay eect to havether persond physcian

performthephysica evauation. Componentsof this

persond physcianevauationinclude

* Height, weight, vitd Sgns

* Blood tests: cholesteral, triglycerides, and
glucose

» Abbreviated medica history

Theresultsof theseannual physicd evaluationsare
sent to the contracted physician who then makesa

find determinationregardingannua medicd dearance
for fire fighting duties. While annual medical
clearancefor firefightingisrequiredfor dl firefighters,
annua SCBA medical clearanceisnot required.

A fit check isperformed annually as part of the Job

Task evaluation. Thefirefighter must passthefit

check prior to performing the Job Task evaluation.

Componentsof thefit check include

* Heght, weight, vita sgns(blood pressure< 150/
100)

* Body composition

»  Upper body strength (bench press)

* Abdomen strength (sit-ups performed in 1
minute)

* Hexihility (3t andreach)

» Cadiorespiratory endurance (timed 1%2-milerun
or a3-milewalk)

* Lifestyleassessment

*  Nutrition assessment

The Job Task evaluation is completed with the
participant wearing full bunker gear. Onecomponent
of the evaluation, the tower climb, requires the
wearing of an SCBA (without facepiece). The Job

Task evaluation consistsof

* Hosehoist: While standing on the ground, the
participant hoists one section of 1 ¥+inch hose
to thefourth story of thedrill tower utilizing a
fixed pulley, lowersthe hoseto theground, and
then repeatsthe procedure within 1 minute, 15
seconds.

* Hose pull: The participant places the 3-inch
uncharged hose nozzle on his/her shoulder and
pullsthe 3-inch hosefrom astarting point until
thenozzle crossesthefinishline, 150 feet away,
within 35 seconds.

e Dummy (manikin) drag: Theparticipant assumesa
position onthedummy with the participant’sarm
under thedummy’sarms. Thedummy islyingon
thegroundwiththehead towardthefinishlineand
theparticipant behindthedtart line. Theparticipant
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pullsthe dummy 50 feet until the dummy’shead
crossestheback of thefinish linewithin 30 seconds

» Hydrant evolution: The participant must uncap
the hydrant, then attach the 3-inch hoseto the
hydrant. Thehydrant isthen fully opened and
then closed. Thehoseisdisconnected and the
cap is replaced on the hydrant, all within 2
minutes, 10 seconds.

* Tower climb: The participant donsan SCBA
(without the facepiece) and places astandpipe
package, cons sting of two sectionsof 1 ¥+inch
hose, on his/her shoulder. Atthestartingline,
the participant climbsthe outside stairs of the
drill tower to the fifth floor and places the
gtandpipe packageinthefifth-floor window. The
participant then climbstheladder to theroof of
the tower and climbs down the roof ladder to
theinterior of thefifthfloor. Theparticipant then
goes to the fifth-floor window, places the
standpi pe package back on his’her shoulder,
goesdowntheinterior stairs, and exitsthefirst-
floor doorway, al within 3 minutes, 30 seconds.

If afirefighter failsthe Job Task evd uation twotimes,
he/sheisplaced on adminigtrativeassgnment tothe
Safety/Training Divisonandisrequired to enter a
physical performance rehabilitation program
conducted by the City FitnessCenter Director. Line
personnel failing the Job Task after completing a
work hardening program, or failing athird time,
remain on administrative assignment pending a
determination whether they may returnto emergency
operations.

If an employeeisinjured at work, or isill and off
work for one 24-hour shift or more (second
occurrencewithin 12 months), the employee must
be evaluated by his’her personal physician. The
employeethen providesaproof of illnessformand a
medical reeaseformto higher immediate supervisor
and thento the Safety Divison, who makesthefind
determination regarding “return to work.” Fire

fightersassgned to operationswho arereturning from
an extended leave of 30 days or more may be
required to successfully complete a Job Task
evaluation and/or Fit Check prior to returning to
regular duties. An employee may be required to
provideaproof of illnessformif sick leaveabuseis
suspected. Light duty positionsare availablefor
employeeswho have beenill or injured and obtaina
medical releasefromtheir persona physician. If the
firefighter isincapable of returning to firefighting
duties, they are reassigned to a nonemergency
position within the City system (contingent on
avallahility).

Exercise (strength and aerobic) equipment islocated
in 24 of the30firestations. Firefightersalso have
access to the City Health and Fitness Center.
Mandatory, on-duty wellness/fitness programsare
inplacefor the Department; however, complianceis
not ensured. Health maintenance programs are
availablefromtheCity.

DISCUSSION

In the United States, coronary artery disease
(atherosclerosis) isthemost common risk factor for
cardiac arrest and sudden cardiac death.! Risk
factorsfor itsdevel opmentincludeageover 45, mde
gender, family history of coronary artery disease,
smoking, high blood pressure, high blood cholesteral,
obesity, physica inactivity, and digbetes>® Thevictim
had six of theserisk factors(ageover 45, maegender,
hypertension, mild obesity, physical inactivity, and
diabetesmellitus), and wasdiagnosed with coronary
artery diseaseat hislast physical evauation.

The narrowing of the coronary arteries by
atherosclerotic plagues occurs over many years,
typically decades.* However, the growth of these
plaques probably occursin anonlinear, often abrupt
fashion.® Heart attacks typically occur with the
sudden development of complete blockage
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(occlusion) inoneor morecoronary arteriesthat have
not developed acollatera blood supply.® Thissudden
blockageisprimarily dueto blood clots(thrombos's)
forming on the top of atherosclerotic plagues. A
thrombuswasidentified intheleft anterior descending
coronary artery on autopsy.

Blood clots, or thrombus formation, in coronary
arteriesareinitiated by disruption of atherosclerotic
plaques. Certain characterigticsof theplagues(size,
composition of the cap and core, presence of aloca
inflammatory process) predispose the plague to
disruption.® Disruption then occurs from
biomechanical and hemodynamic forces, such as
increased blood pressure, increased heart rate,
increased catecholamines, and shear forces, which
occur during heavy exercise.”®

Firefighting iswidely acknowledged to be one of
themost physically demanding and hazardousof dl
civilian occupations.® Firefighting activitiesare
strenuousand often requirefirefightersto work at
near maximal heart rates for long periods. The
increasein heart rate has been shown to begin with
responding to theinitial alarm and persist through
the course of fire suppression activities.’®*2 Even
when energy costs are moderate (as measured by
oxygen consumption) and work isperformedina
thermoneutra environment, heart ratesmay behigh
(over 170 beatsper minute) owing to theinsulative
properties of the personal protective clothing.’?
Furthermore, firefighting can resultin severefluid
losswhich decreases blood volume and decreases
theamount of blood pumped from the heart (stroke
volume).* Epidemiologic studies havefound that
heavy physical exertion sometimesimmediately
precedes and triggersthe onset of acute heart

atacks>*® Thevictimwasinfull bunker gear during
the Job Task eval uation and worean SCBA during
thelast portion of theevauation. Hisactivitiesranged
fromwalking onlevel groundto draggingamanikin
to carrying a standpi pe package up five flights of

stairs. Thisisconsidered aheavy level of physica
exertion.’®® The physical stress of performing
the Job Task evaluation and his underlying
atherosclerotic CAD contributed to this fire
fighter’s heart attack, subsequent cardiac arrest,
and sudden death.

To reduce the risk of heart attacks and sudden
cardiac arrest among fire fighters, the NFPA has
developed guiddinesentitled “ Standard onMedica
Requirementsfor FireFightersand Information for
Fire Department Physicians,” otherwise known as
NFPA 1582.21 NFPA 1582 recommends ayearly
physical evaluation to include amedical history,
height, weight, blood pressure, and visua acuity
test.?> NFPA 1582 also recommends a thorough
examination to includevision testing, audiometry,
pulmonary function testing, acomplete blood count,
urinalysis, and biochemical (blood) test battery be
conducted on aperiodic basisaccording to theage
of thefirefighter (lessthan 30: every 3years; 30-
39: every 2 years, over 40 years. every year). The
Department requiresapreempl oyment/preplacement
medical examination for all new hiresand requires
periodic medical evaluationsfor al firefighters.
However, neither evaluation containsall the NFPA
recommended components. (The preemployment/
preplacement examination doesnot includecomplete
blood count, cholesterol and/or triglycerides, or a
chest X-ray. The periodic evaluation does not
include completeblood count, urinalysis, or stress
EKG).

In addition to screening for risk factorsfor CAD,
NFPA 1582 recommends conducting EST on
membersat age40, and at age 35 for thosewith one
or more CAD risk factors.?®  These
recommendationsaresmilar tothoseof theAmerican
College of Cardiology/American Heart
Association.?? Although not required by thisFD,
thevictimdid havean EST performed by hisprivate
physician. Although thevictim was asymptomatic
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and demonstrated adequate exercise capacity with
anormal blood pressure response, his EKG was
positivefor ischemiain the postero-lateral areas of
theheart. Thefact that hedid not experience chest
pain or other symptomsof anginaisnot uncommon
inType-2 digbeticmaes.®

NFPA 1582 categorizes fire fighters' medical
conditionsas Category A (precludesaperson from
performing asafirefighter) and Category B (could
preclude). CAD, including history of myocardial
infarction, coronary artery bypass surgery, or
coronary angioplasty, isacategory B condition, but
Appendix A containsadditiona guidelines. “Persons
at mildly increased risk for suddenincapacitation are
acceptablefor firefighting. Mildly increasedriskis
defined by the presence of each of thefollowing:

» normal left ventricular gectionfraction

* normal exercisetolerance, >10 metabolic

equivaents(METS)

» absenceof exercise-induced ischemiaby
exercisetesting

»  absenceof exercise-induced complex
ventricular arhythmias

»  absenceof hemodynamically sgnificant
stenosison al major coronary arteries
(>=50% lumen diameter narrowing)” .

Based onthisfirefighter’sdune7, 2001 EST and his
prior cardiac catheterization, he did not meet the
criteriafor items#3 and #5. According to NFPA
1582 guiddines, thisfirefighter should not havebeen
clearedtoreturntofull activeduty firesuppression.

RECOMMENDATIONS

Thefollowing recommendationsaddresshedlth and
safety generally. It is unclear if any of these
recommendati ons could have prevented the sudden
cardiac arrest and subsequent degth of thisfirefighter.
Thisligtincludessome preventive measuresthat have
been recommended by other agenciesto reducethe

risk of on-the-job heart attacks and sudden cardiac
arrest among firefighters. Theserecommendations
have not been evaluated by NIOSH, but represent
published research or consensusvotes of technical
committees of the NFPA or fire service labor/
management groups.

Recommendation #1: Provide mandatory
annual medical evaluationsto ALL firefighters
consistent with NFPA 1582 to determine their
medical ability to perform duties without
presenting a significant risk to the safety and
health of themselves or others.

Guidance regarding the content and frequency of
periodic medical eval uationsand examinationsfor
firefighterscan befound in NFPA 1582, Standard
on Medical Requirements for Fire Fighters and
Information for Fire Department Physicians,* and
inthereport of the International Association of Fire
Fighters/International Association of Fire Chiefs
(IAFF/IAFC) wellness/fitness initiative.* The
Department isnot legally required to follow any of
thesestandards. Nonethel ess, we recommend the
City and Union work together to establish the
content and frequency in order to be consistent with
theaboveguidelines. TheFD currently provides
annuad medica evauations, however, theevauations
arenot consistent with NFPA 1582.

In addition to providing guidance on thefrequency
and content of themedical evauation, NFPA 1582
provides guidance on medical requirements for
persons performing firefighting tasks. NFPA 1582
should be applied in a confidential,
nondiscriminatory manner. Appendix D of NFPA
1582 provides guidance for Fire Department
Administratorsregarding legal considerationsin
applying the standard.

Applying NFPA 1582 dsoinvolveseconomicissues.
These economic concerns go beyond the costs of
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adminigteringthemedica program; they involvethe
personal and economic costs of dealing with the
medical evaluation results. NFPA 1500, Standard
on Fire Department Occupationa Safety and Hedlth
Program, addressestheseissuesin Chapter 8-7.1
and 8-7.2.%

Thesuccessof medica programshingeson protecting
the affected firefighter. The Department must (1)
keep themedical recordsconfidential, (2) provide
dternateduty postionsfor firefightersinrehabilitation
programs, and (3) if thefirefighter isnot medicaly
qudifiedtoreturntoactivefirefightingduties, provide
permanent alternate duty positions or other
supportive and/or compensated dternatives.

Recommendation #2: Fire Fighters should be
cleared for duty by a physician knowledgeable
about the physical demandsof firefighting and
the various components of NFPA 1582.

Physicians providing input regarding medical
clearance for fire fighting duties should be
knowledgeabl e about the physical demandsof fire
fighting and familiar with the consensusguidelines
published by NFPA 1582, Standard on Medical
Requirementsfor FireFightersand Information for
Fire Department Physicians. To ensure private
physicians are aware of these guidelines, we
recommend that the Fire Department providethe
private physicianswith acopy of NFPA 1582. In
addition, we recommend the Fire Department not
automatically accept the opinion of theemployee's
private physician regarding returntowork. This
decision requires knowledge not only of the
employee’'s medical condition, but also the
employee'sjobduties. Frequently, privatephysicians
arenot familiar with an employee' sjob duties, or
guidance documents, such asNFPA 1582. Lastly,
werecommend that all return-to-work clearances
be reviewed by the Fire Department physician/
contracted physician. Thus, the final decision

regarding medical clearancefor returntowork lies
with the Fire Department with input from many
sources including the employee’s private
physician.

Recommendation #3: | ncor porateexercisestress
tests into the Fire Department’s medical
evaluation program.

NFPA 1582 and the IAFF/IAFC wellness/fitness
initiative both recommend at least biannua EST for
firefighters.?»#* They recommend that these tests
begin at age 35 for thosewith CAD risk factorsand
at age 40 for thosewithout CAD risk factors. The
EST could beconducted by thefirefighter’spersona
physician, the City physician, or the Department’s
contract physician. If the fire fighter’s personal
physician or the contracted physician conductsthe
test, the results must be communicated to the City
physician, who should beresponsiblefor decisions
regarding medica clearancefor firefighting duties.

Recommendation #4: Providefirefighterswith
medical evaluations and clearance to wear
SCBA.

OSHA'sRevised Respiratory Protection Standard
requiresemployersto provide medical evaluations
and clearance for employees using respiratory
protection.®® These clearance evaluations are
required for privateindustry employeesand public
employees in States operating OSHA -approved
State plans. Alabama is not a State-plan State;
therefore, public sector employersare not required
to comply with OSHA standards. However, we
recommend following thisstandard, and acopy of
the OSHA medical checklist hasbeen provided to
the Fire Department. Given the current periodic
medicd evduation required by the Fire Department,
this clearance should not involve any additional
expensefor the Fire Department.
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Recommendation #5: Provide exercise
equipment in all fire stations.

Currently, 24 of the 30 fire stations have strength
and aerobic exercise equipment. Also, firefighters
have accessto the City Health and Fitness Center.
NFPA 1583 recommends providing exercise
equipment through the contracted use of apublic
gymor other fadility, or placing theequipment directly
inthefirestations.?” Contracting theuseof afacility
requires a company (engine, ladder, etc.) of fire
fightersto exerciseat thesametimedaily at alocation
separatefromtheir firestation. Thegym should be
centrally located, but dueto emergency responses
and daily work duties, the facility may not be
convenient and thus, underutilized. The fire
companiesmay a so haveto betaken out of service
during thetimeof exercise, depending onthelocation
of thefacility. EventhoughthisFire Department has
amandatory wellnessffitnessprogram, firecompanies
arenot taken out of service (dueto staffing levels) to
participateintheprogram. To locatethe equipment
inthefirestationsalowsthefirefighterstoexercise
withinthe constraints of their daily work schedules
and emergency responses while remaining more
readily availablefor response.

Recommendation #6: Ensure that all members
participate in the FD’s mandatory wellness/
fitness program.

Physical inactivity isthemost prevaent modifiable
risk factor for CAD in the United States.'?
Additionally, physica inactivity, or lack of exercise,
isassociated with other risk factors, namely obesity
and diabetes.® The Fire Department hasawritten,
mandatory wellness/fitness program. However,
compliancewith thepolicy isnot ensured. NFPA
1500, Standard on Fire Department Occupati onal
Safety and Health Program, requires a wellness
programthat provideshedlth promotion activitiesfor
preventing health problems and enhancing overal

well-being.® In 1997, theInternational Association
of Fire Fighters (IAFF) and the International
Association of Fire Chiefs (IAFC) published a
comprehensve Fre Service Joint Labor Management
Wellness/Fitness Initiativeto improvefirefighter
quality of life and maintain physical and mental
capabilitiesof firefighters. Tenfire departments
acrossthe United States joined thiseffort to pool
information about their physical fitnessprogramsand
to create a practical fire service program. They
produced amanua and avideo detailing e ementsof
such aprogram.? The Fire Department and the
Union should review these materials to identify
applicable elementsfor their Department. Other
large-city negotiated programscan a so bereviewed
aspotential models.
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